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A 000! Initial Comments A000
There were four (4) Complaint Investigations
#2025008301, # 20 9, s
#2025010910 and a generator monitoring was
conducted at Westchester of Winter Park
Assisted Living Facility with Limited Nursing
Services (LNS) on 9/22/2025 & 9/23/2025. The
facility had no deficiencies at the time of the
survey visit.
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